Chest roentgenogram showed a diffuse reticulonodular pattern, sugj@estive ofinterstitial pulmonary disease. Thoracic CT confirmed this finding and failed to demonstrate enlargement of mediastinal lymph nodes (Fig 1) Bronchial biopsy specimens indicated no amyloid deposition. Microscopic examination of transhronchial lung biopsy specimens showed deposition of amyloid substance within the wall ofblood vessels (hematoxylin-eosin x 250) (Fig 2) and focal amyloid deposition that thickened some areas of the alveolar septa (Congo We are reporting herein a case of diffuse interstitial pulmonary amyloidosis, diagnosed by means of a transbron chial lung biopsy specimen in a patient with ankylosing spondylitis, monoclonal gammopathy, and interstitial pul monary disease.
CASE REPORT
A 61-year-old man was admitted to the hospital because of increasing dyspnea. He had been a long-term smoker. Two years before hospital admission, he began to experience mild effort dyspnea and cough. Fifteen days before hospitalization, he pre sented with dyspnea and cough that gradually increased with purulent sputum production and low-grade fever.
History was unrevealing except for a progressive dorsal kyphosis noticed by the patient's wife. The patient denied any history of arthralgia and/or arthritis. Physical examination indicated a patient in no respiratory distress. Axillary temperature was 37.4Â°C. There was no clubbing. Rhonchi and wheezing were detected in both lungs, as were a few scattered crackles. Articular examination indicated marked dorsal kyphosis and rigidity of the cervical spine. Sacroiliac joints were not tender. Peripheral joints appeared to be normal.
Results red staining X 250) (Fig 3) . When the samples were treated with potassium permanganate and reexamined under polarized lamp, green birefringence persisted. Congo red stain of rectal, abdominal fat, and bone marrowbiopsyspecimensshowednoamyloiddeposits.
After one year offollow-up, a chest roentgenogram and pulmonary function tests remain unchanged. Because of persistent cough, another bronchoscopic procedure has been performed showing discrete nodules in the carina and main bronchial tree from which biopsy specimens were taken. Microscopic examination indicated infiltration by amyloid substance, which was resistant to potassium permanganate staining. The samples were also stained with anti-AA and anti-transthyretin antisera indicating a negative result.
Disc u ss ION
The patient whose case was reported met criteria of ankylosing spondylitis and primary pulmonary amyloidosis. This case poses, however, some interesting questions related mainly to pulmonary disease. 
